
Self Family Friend Doctor Other Health Professional

Date of First Appointment:

Birthdate:

Birthplace:

NEW PATIENT HISTORY FORM

Cancer

Leukemia

Epilepsy

Bad Headaches

Pneumonia

Heart Problems

Stroke

Depression/Anxiety

Jaundice

Psoriasis

1)

2)

3)

4)

5)

6)

Any previous fractures?

PAST PERSONAL HISTORY:

Do you or have you ever had: (✓ check if "yes")

Previous Operations

Thyroid Problems

Diabetes

Rheumatic Fever

Kidney Disease

High Blood Pressure

Please list the names of other practitioners you have seen for this problem:

Other Significant Illnesses (Please list)

Any other serious injuries?

Have you had any Blood transfusions?

No

No

No Yes

Yes

Yes

What year?

Describe

Describe

Asthma

Cataracts

Somach Ulcers

Colitis

Anemia

Year SurgeonType

Previous treatment for this problem (include physical therapy, surgery and injection; medication to be listed later)

Date symptoms began (approximate)

Describe briefly your present symptoms:

Do you have an orthopaedic surgeon?

The name of the physician providing your general medical care

Name of Person making referral

Referred here by: (✓ check one)

Address:

Name:

Diagnosis given (Please list)

Yes No. If yes, Name

City

Telephone: Home (          )

Age: Sex:  F        M

Work (          )

Andree Claire Phillips, M.D.Hoke H. Shirley, M.D. Irene M. Orzano, M.D.



Number of hours worked / average per week

Name of Drug     Dose

(Include strength and

number of pills per day)

How Long

Have You Taken

This Medication?

Please Check: Helped?

A Lot              Some          Not At All

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Cancer

Leukemia

Stroke

Colitis

Arthritis (type unknown)

Osteoarthritis

Heart Disease

High Blood Pressure

Bleeding Tendency

Alcoholism

Rheumatoid Arthritis

Gout

Rheumatic Fever

Epilepsy

Asthma

Psoriasis

Lupus or "SLE"

Ankylosing spondylitis

Thyroid Problems

Diabetes

Tuberculosis

Osteoporosis

Childhood Arthritis

Number of Brothers

Number of Sisters

Number of Children

Serious illnesses of children

Number Living

Number Living

Number DeceasedNumber Living

Mother

Father

FAMILY HISTORY:

Age
If Living

Health
If Deceased

Age at Death Cause

Number Deceased

Number Deceased

List age of each

Other arthritis conditions:

SOCIAL HISTORY:

Never Married

Spouse

EDUCATION:

Grade School

Occupation:

HABITS:
Do you drink coffee?
How much alcohol do you drink/week?
Do you use drugs for reasons that are not medical? If so, please list:

MEDICATIONS:
DRUG ALLERGIES:

Type of reaction?
Present: (list any medication you are taking at this time. Include such items as aspirin, vitamins, laxatives, calcium supplements, etc.)

(circle highest level attended)

Married Divorced

Deceased/AgeAlive/Age Major Illnesses:

Separated

Junior High School  7  8

High School  9 10  11  12

College  1  2  3  4

Graduate School

No Yes To what?

Cups per day? Do you smoke? No Past / Cigarettes per day?Yes




